supervision. It meant that the psychiatrist constantly reviewed the situation and immediately introduced appropriate treatment. The patient and relatives were grateful for speedy recoveries. After she had seen me writing this opinion on the chart, I recall the ward sister saying, "But Dr Sim, you are accepting the full responsibility." I replied that that was why they paid me more. It is much easier to follow this course, for no time was wasted in debating policy with the team, whose only advantage is to ensure that nobody is to blame.
In Canada, young men with ready access to firearms are another source of suicide vicims. The numbers are staggering, and I used them to illustrate a point when I was asked to present a paper at the 10th International Congress for Suicide Prevention and Crime Intervention (3). In 1 year, there were 150 homicides, while 1500 men under age 31 years committed suicide with firearms. They were mainly young men working on farms who had access to firearms while suffering from severe depression that was not recognized. I also suggested that the Canadian Rifle Association should be actively engaged in preventing this horrible loss and that affected young men be persuaded to hand over their weapons until they have been successfully treated. Again, a major aspect in this treatment is the capacity to manage the situation, and I am concerned that this aspect of psychiatric treatment receives little emphasis in psychiatrist training. There would be convulsions in parliament if 1500 troops were wiped out owing to poor management, but this horrible loss from suicide, which is preventable, is allowed to continue. Cosy indolence is a poor substitute for preventive measures.
Finally, drug houses should not be allowed to replace a drug that effectively treats severe depression with "pep pills" that have the capacity to release aggressive tendencies. There is much more to say-but not in a letter to the editor. Dr Sim has made a long and important contribution to psychiatry, and I hope he will continue to do so. He showed admirable courage in shouldering full clinical responsibility for suicidal patients on his wards and protecting his nurses. I was glad to be reminded of his presentation on gun control in Canada at the 1979 IASP meeting in Ottawa (7), which I also attended. Groundwork like his laid the foundations for successive waves of gun control legislation in Canada that, however controversial, carry the possibility of some suicide prevention, particularly among men. 
Depression and a History of Alcoholism
Dear Editor:
Depression and alcoholism are associated with considerable morbidity, disability, and mortality and cooccur more commonly than expected by chance (1-3) . The results of several large epidemiologic studies have demonstrated the extent of comorbidity between depression and alcoholism (4-7). The National Comorbidity Study found an odds ratio of 2.0 between major depression and alcohol dependence (95%CI, 1.6 to 2.6) (4). Similarly, the National Longitudinal Alcohol Epidemiology Study demonstrated that 32.5% of individuals with major depression met criteria for a lifetime diagnosis of alcohol dependence, compared with only 11.2% of those who did not meet criteria for major depression (5).
A recent study compared clinical parameters in 2 groups of depression patients according to the presence or absence of a lifetime diagnosis of alcohol dependence (8) . The authors found that depression patients with a lifetime diagnosis of alcohol dependence had lower Global Assessment of Functioning Scores; were more likely to have borderline, schizotypal, and paranoid personality disorders and cannabis dependence; and reported more paranoia and interpersonal sensitivity, compared with depression subjects without a history of alcohol dependence. Another recent study compared clinical parameters and cerebrospinal fluid (CSF) monoamine metabolites in depression patients with and without a history of alcoholism (9) . Subjects with depression and a history of alcoholism had lower CSF homovanillic acid levels, were more likely to be tobacco smokers, and had higher lifetime aggression and current suicide ideation scale scores than did subjects suffering from depression but without a history of alcoholism. The results of these 2 studies demonstrate that individuals with depression and a history of alcoholism are more impaired than subjects with depression but no history of alcoholism. Treatments may be less effective for depression patients with a history of alcoholism than for other depression patients (3, 10) . In addition, individuals with a history of alcoholism may be at risk for a relapse of alcohol misuse (10) . Therefore, it is important to recognize a history of alcoholism in patients with depression.
A history of alcoholism may be overlooked in primary care and psychiatric clinics. The clinician may not be able to gather the appropriate history because of the patient's uncooperativeness. Alternatively, the clinician may fail to conduct an appropriate diagnostic interview: clinicians sometimes do not ask the most basic questions about alcohol or substance use. All depression patients should be asked about their current and past alcohol and substance use and advised to abstain from alcohol and substance use. It is important to maximize the chance of long-term sobriety in patients with depression.
